Abnormal findings on routine skin exams are common and can be a source of unnecessary medical workup if a clinician is unfamiliar with the finding. Sebaceous nevi are rare skin lesions that are most often benign but may be associated with a multiorgan syndrome or local skin cancer. Dermatologists and primary care physicians may encounter these on routine exams and thus must be comfortable with diagnosis and management. We present the clinical characteristics of a benign sebaceous nevus to help aid in diagnosis of these lesions and outline suggestions for appropriate management options.
T he total body skin examination is one of the most common dermatologic visits and a common component of primary care visits. Examining the skin for potential malignancies can be taxing; therefore, effi cient evaluation is a necessity for high-volume clinics. Quick identifi cation of malignant features and confi dence in evaluating rare nevi is fundamental to effi ciency. We present a case describing the evaluation and management of a rare, unusual-appearing congenital nevus with neoplastic potential.
CASE DESCRIPTION
A 52-year-old white woman presented to the dermatology clinic for a routine annual full-body skin exam and evaluation of a suspicious lesion she noticed on her posterior auricular skinfold. She was unsure how long the lesion had been present but believed it to be growing in size over the past 5 years. She denied pain, pruritus, bleeding, or drainage from the lesion and denied ophthalmologic defects, neurologic symptoms, skeletal deformities, or a personal history of skin cancers.
Th e postauricular lesion was a linear, waxy, fl esh-and yellowcolored plaque that measured approximately 40 mm in length (Figure) . No erythema or drainage was noted. On palpation, the lesion was fi rm and nonmobile, and sebum could not be expressed. No punctum was identifi ed. No other similar lesions were found on the remainder of the skin exam, only benign nevi and seborrheic keratoses.
Th e lesion was determined to be a single sebaceous nevus based on texture, anatomic distribution, physical characteristics, and presence for more than 5 years. A biopsy was not performed as the lesion was not felt to have any signifi cant characteristics suggesting malignancy. Th e patient was counseled to observe the lesion for continued growth, change in texture, ulceration, or pruritus. Th e lesion was photographed to assist with monitoring it over time, with plans for yearly follow-ups.
DISCUSSION
Sebaceous glands are sebum-secreting glands located in the dermis of all hair-bearing skin and are associated with hair follicles and apocrine ducts (1). Hormones strongly aff ect the activity level of these glands; thus, at the time of puberty, sebum production increases. However, as an individual ages further, sebaceous glands become diff usely hyperplastic, sebum production decreases, and cell turnover and migration slow (2). cases due to the risk of malignant transformation, but newer studies have shown that the rate of malignancy was grossly overestimated and have drawn confl icting conclusions. Some authors have concluded that observation only is acceptable and excisional biopsy is not necessary, while others still propose prophylactic excision, with disagreements on the timing of treatment (5, (13) (14) (15) . If treatment is desired, defi nitive removal of the lesion requires full-thickness surgical excision (14) . Th is may be preferred by some patients or parents for cosmetic outcomes or may be indicated due to clinical signs of malignancy such as rapid growth, ulceration, or bleeding (12) . Treatment timing must consider the age of the patient, the need for general versus local anesthesia, the size of the lesion, and overall goals of treatment (14) . Due to the inconsistency of treatment recommendations in the literature, management of a sebaceous nevus must be decided upon by the clinician and the patient with consideration of the associated risks accompanying each option.
A sebaceous nevus, or nevus sebaceous of Jadassohn, is a benign lesion classifi ed as a hamartoma consisting of sebaceous and apocrine glands and epidermal and follicular elements (3). Th ese lesions are most often present at birth, classically appearing on the scalp as an alopecic area of a yellow-orange, linear, crescentic, or round plaque with a waxy sheen (4) (5) (6) . Histologically, biopsy may reveal immature hair follicles, ectopically located apocrine glands, and abundant sebaceous glands sitting uncharacteristically superfi cial in the dermis (7) . Sebaceous nevi often enlarge near the time of puberty due to sebaceous gland hyperplasia, apocrine gland maturation, and epidermal hyperplasia (8) . Th e verrucous appearance that often develops at this time may incite initial presentation to dermatology or primary care.
Initial workup of these lesions should include a clinical evaluation for nevus sebaceous syndrome, or Schimmelpenning syndrome. Nevus sebaceous syndrome is characterized by diff use sebaceous nevi on the face or scalp and is associated with central nervous system abnormalities including seizures and mental retardation, ocular impairments, and skeletal defects such as craniofacial abnormalities and hypophosphatemic rickets resistant to vitamin D (9-11). Th us, in pediatric patients especially, the presence of a sebaceous nevus should be documented with a brief neurologic, ocular, and musculoskeletal exam. Any patient suspected of having nevus sebaceous syndrome should undergo a more thorough physical exam with possible laboratory and/ or imaging evaluations.
Th e most frequent complications of a sebaceous nevus are increased size, nodularity, and alopecia, which may result in undesirable cosmesis (6) . Serious complications can occur such as the development of a secondary neoplasm and a risk of malignant transformation (6, 12, 13) . Th e rate of malignancy remains unknown due a lack of prospective studies, but current literature suggests that the most common secondary neoplasms seen within sebaceous nevi are benign syringocystadenoma papilliferum and trichoblastomas (6, (13) (14) (15) (16) ). Th ere is a known association with basal cell carcinomas, which have been reported to occur in <1% of patients with sebaceous nevi (13) (14) (15) . Many other malignant tumors have been reported to be associated with sebaceous nevi, including squamous cell carcinomas, sebaceous carcinomas, and apocrine carcinomas (6, 13, 17) . Despite the overall risk of malignancy increasing with age, Rosen et al showed that basal cell carcinomas can develop within these lesions even prior to puberty and without signifi cant physical change (14) . Conversely, Santibanez-Gallerani et al studied 757 cases of sebaceous nevi in children <16 years of age and found no basal cell carcinomas, thereby drawing the conclusion that prophylactic excision is not indicated (16) . Determining workup and management of these lesions requires acknowledgment of these risks and consideration of patient goals.
Treatment of a sebaceous nevus is controversial. Historically, it was believed that prophylactic excision was necessary in all
